1.. Introduction {#S0001}
================

In the proposal for the 11th edition of the International Classification of Diseases (ICD-11), disorders specifically associated with stress have been a topic of great interest for researchers and clinicians, particularly the categories of post-traumatic stress disorder (PTSD) and complex post-traumatic stress disorder (complex PTSD). This paper focuses on the category of prolonged grief disorder (PGD), which is a newcomer to psychopathology and, for the first time, included in a leading classification guideline such as the ICD-11. PGD is characterized by core symptoms such as longing for and preoccupation with the deceased, along with emotional distress and significant functional impairment that persist beyond half a year after the loss of a significant other. Until recently, researchers and clinicians have used different diagnostic criteria and different assessment measures for disordered grief, as the previous diagnostic criteria for PGD had not been established and recognized. This article presents the new ICD-11 diagnostic guideline for PGD. The new guidelines are in line with the requirements and recommendations by the World Health Organization (WHO) for improved clinical utility and international applicability. This debate piece aims to underline the rationale for the new ICD-11 PGD criteria; first, with regard to recommendations by the WHO and, secondly, in terms of previous formative research (Prigerson & Maciejewski, [2017](#CIT0035); Reynolds, Cozza, & Shear, [2017](#CIT0041)).

1.1.. PGD diagnosis and its precursors {#S0001-S2001}
--------------------------------------

Previous reviews have thoroughly documented the history of PGD (Jordan & Litz, [2014](#CIT0017); Maercker & Lalor, [2012](#CIT0028); Wagner & Maercker, [2010](#CIT0058)), and therefore we provide a brief overview relevant to the current ICD-11 PGD criteria. In 1993, Horowitz and colleagues developed the first diagnostic criteria for a bereavement-related disorder, termed 'pathological' then 'complicated' grief (CG) (Horowitz, Bonanno, & Holen, [1993](#CIT0014); Horowitz et al., [1997](#CIT0015)). It was noted that alongside PTSD, which occurs in response to a traumatic event (or events), patients could experience intrusive preoccupation, avoidance and intense negative emotions after bereavement. Horowitz and colleagues originally conceptualized disordered grief in line with stress-response syndromes; as a reaction to a stressful life event. This ignited research in the field and since this initial introduction and conceptualization, several research groups have used different terminology (pathological, complicated, traumatic, prolonged, chronic or morbid grief), theoretical conceptualizations, assessment measures and diagnostic criteria for a disorder of grief (Wagner & Maercker, [2010](#CIT0058)). With regard to terminology, in addition to CG, 'traumatic grief' was frequently used by Prigerson and colleagues (e.g. Prigerson et al., [1999](#CIT0037)) as their research uncovered the importance of including core symptoms of separation distress and traumatic distress along with the associated negative emotions. The term PGD was later adopted over 'complicated' or 'traumatic grief' (along with new diagnostic criteria discussed below) as it was thought to be easier to define and explain, to provide key insight into one important feature of the disorder (the duration of symptoms) and to avoid confusion with PTSD (Wagner & Maercker, [2010](#CIT0058)).

Disordered grief has also been conceptualized in terms of depression (Clayton, [1990](#CIT0007)), relational or attachment related (Rubin et al., [2008](#CIT0047); Shear et al., [2007](#CIT0052)) or as subtypes of responses to loss (delayed, unresolved or absent grief) (Stroebe et al., [2000](#CIT0056)). These various conceptualizations provided valuable insight and strong foundations for the current ICD-11 conceptualization of PGD as distinct from depression with no subtypes and as a stress-related disorder, as discussed in detail in Section 3. With regard to assessment, several questionnaires and measures have been developed for disordered grief (Jordan & Litz, [2014](#CIT0017); Maercker & Lalor, [2012](#CIT0028)). Of note, in 1995, Prigerson and colleagues developed one of the initial assessment questionnaires, the 'Inventory of Complicated Grief' (Prigerson et al., [2008](#CIT0038), [1995](#CIT0036)) that became the basis for two sets of diagnostic criteria: PGD-2009 criteria and CG criteria (Horowitz et al., [1997](#CIT0015); Prigerson et al., [2009](#CIT0034), [1999](#CIT0037); Shear et al., [2011](#CIT0054)). Each will be described below.

In 2009, a broad group of authors developed a consensus on the criteria for a clinical diagnosis of PGD, here termed PGD-2009 criteria (Horowitz et al., [1997](#CIT0015); Prigerson et al., [2009](#CIT0034), [1999](#CIT0037)). An analysis of a sample of 317 individuals from the Yale Bereavement Study (Prigerson et al., [2009](#CIT0034)) generated sensitive and specific items for the PGD-2009 criteria ([Table 1](#T0001)). Around the same time as the refinement of the PGD-2009 criteria, Shear and colleagues built on the earlier conceptualization of disordered grief as CG and proposed important mechanisms for the behavioural and biological aetiology (Shear et al., [2007](#CIT0052); Zisook & Shear, [2009](#CIT0061)). Shear and colleagues proposed alternative diagnostic criteria for CG developed from a large clinical sample of treatment-seeking individuals and from a consensus with clinical experts (Reynolds et al., [2017](#CIT0041); Shear, [2015](#CIT0049); Shear, Jackson, Essock, Donahue, & Felton, [2006](#CIT0051); Shear et al., [2011](#CIT0054)). The PGD-2009 criteria and CG criteria differ in terms of the populations in which they were assessed, the statistical methods used to assess the criteria, the number of items required to receive a diagnosis and descriptions of the items (Maciejewski & Prigerson, [2017](#CIT0026); Reynolds et al., [2017](#CIT0041)). It should be noted that at the time of the revision of the Diagnostic and Statistical Manual of Mental Disorders, 4th Edition (DSM-IV), persistent complex bereavement disorder (PCBD) was introduced as a compromise between the two proposed diagnostic criteria for PGD and CG and placed in section III of the 5th Edition of DSM (DSM-5) as a disorder requiring further study (Maciejewski, Maercker, Boelen, & Prigerson, [2016](#CIT0025); Reynolds et al., [2017](#CIT0041)).10.1080/20008198.2018.1476441-T0001Table 1.Comparison of diagnostic criteria for prolonged grief disorder (PGD).ICD-11 PGD criteriaPGD-2009 criteria**A. At least one of the following**1. Persistent and pervasive longing for the deceased\
or\
2. A persistent and pervasive preoccupation with the deceased**A. Event**Bereavement (loss of a significant other)**B. Examples of intense emotional pain**Accompanied by intense emotional pain e.g. sadness, guilt, anger, denial, blame\
Difficulty accepting the death\
Feeling one has lost a part of one's self\
An inability to experience positive mood\
Emotional numbness\
Difficulty in engaging with social or other activities**B. Separation distress**The bereaved person experiences yearning (e.g. craving, pining or longing for the deceased; physical or emotional suffering as a result of the desired, but unfulfilled, reunion with the deceased) daily or to a disabling degree**C. Time and impairment criterion**Persisted for an abnormally long period of time (more than 6 months at a minimum): following the loss, clearly exceeding expected social, cultural or religious norms for the individual's culture and context. Grief reactions that have persisted for longer periods that are within a normative period of grieving given the person's cultural and religious context are viewed as normal bereavement responses and are not assigned a diagnosis. \
The disturbance causes significant impairment in personal, family, social, educational, occupational or other important areas of functioning.**C. Cognitive, emotional and behavioural symptoms**The bereaved person must have five (or more) of the following symptoms experienced daily or to a disabling degree:\
1. Confusion about one's role in life or diminished sense of self (i.e. feeling that a part of oneself has died)\
2. Difficulty accepting the loss\
3. Avoidance of reminders of the reality of the loss\
4. Inability to trust others since the loss\
5. Bitterness or anger related to the loss\
6. Difficulty moving on with life (e.g. making new friends, pursuing interests)\
7. Numbness (absence of emotion) since the loss\
8. Feeling that life is unfulfilling, empty or meaningless since the loss\
9. Feeling stunned, dazed or shocked by the loss **D. Timing**Diagnosis should not be made until at least 6 months have elapsed since the death**E. Impairment**The disturbance causes clinically significant impairment in social, occupational or other important areas of functioning (e.g. domestic responsibilities)**F. Relation to other mental disorders**The disturbance is not better accounted for by major depressive disorder, generalized anxiety disorder or\
post-traumatic stress disorder[^1]

Previous prevalence rates for a disorder of grief vary and are estimated to range from 4.2% in Switzerland, based on the Horowitz et al. ([1997](#CIT0015)) diagnostic criteria for CG (Forstmeier & Maercker, [2007](#CIT0011)), to 6.7% in a bereaved population sample from Germany, based on the Inventory of Complicated Grief -- Revised (ICG-R) (Kersting, Brähler, Glaesmer, & Wagner, [2011](#CIT0020)), to approximately 9.8% in a 2017 meta-analysis; however, these rates are from individuals who experienced a non-violent/non-traumatic loss (Lundorff, Holmgren, Zachariae, Farver-Vestergaard, & O'Connor, [2017](#CIT0024)). Conversely, those bereaved by a violent death are likely to have higher rates of a disorder of grief, at approximately 10--15% (Prigerson, [2004](#CIT0033)) or as high as 14--76% as reported in those who experienced a disaster (Kristensen, Weisæth, & Heir, [2012](#CIT0022)). It should be noted that these studies provide an approximation of prevalence as they used different instruments and cut-off scores for the assessment measures.

The diagnostic performance of the PGD-2009 criteria has also been well researched. The predictive validity (Prigerson et al., [2009](#CIT0034)) and the diagnostic distinction of PGD have been consistently confirmed. The symptoms of PGD are found to be distinct from often comorbid near neighbours such as depression, PTSD and separation anxiety (Boelen, van de Schoot, van den Hout, de Keijser, & van den Bout, [2010](#CIT0003); Boelen, [2013](#CIT0001)). Several different statistical methods have been used to confirm the distinct nature of PGD, including confirmatory factor analysis (Boelen, van den Hout, & van den Bout, [2008](#CIT0004)), latent class analysis (Boelen, Reijntjes, J. Djelantik, & Smid, [2016](#CIT0002)) and network analysis (Robinaugh, LeBlanc, Vuletich, & McNally, [2014](#CIT0042)). In light of recent research (Cozza et al., [2016](#CIT0008); Mauro et al., [2017](#CIT0031)), it should be noted that different results have been reported in terms of the diagnostic performance of the PGD-2009 criteria, presumably depending on the study population sample. For example, the original paper (Prigerson et al., [2009](#CIT0034)) assessed the PGD-2009 in a community sample in the USA, whereas the more recent reports from Cozza et al. ([2016](#CIT0008)) and Mauro et al. ([2017](#CIT0031)) assessed military and clinical samples and found differing rates of diagnostic sensitivity. This attests to the importance of establishing future diagnostic criteria across a variety of samples.

Based on the important research findings outlined above, it is proposed in this debate piece that the precursor criteria, PGD-2009, with the new refinements by the WHO working group, offer valid and clinically useful diagnostic guidelines for the inclusion of PGD in the ICD-11. This is reviewed in detail below.

2.. New conceptualization of PGD for the ICD-11: the primacy of clinical utility {#S0002}
================================================================================

The main aim of the WHO is to provide the best possible health service and outcomes for individuals worldwide. The topic of grief and loss is of particular importance to the WHO and the ICD-11 as it is used by a large number of countries that are affected by conflict, war and high rates of mortality (Bryant, [2014](#CIT0005)). The new PGD ICD-11 criteria are conceptualized in line with the key aims of the WHO to improve clinical utility and international applicability. Historically, the revision of diagnostic manuals such as the DSM and ICD has centred on improving the diagnostic specification and reliability of disorder criteria. Although this has improved the identification and treatment of mental disorders, the long and, at times, complicated symptom lists and categories are not always practical in the clinical setting (Hyman, [2007](#CIT0016); Keeley et al., [2016](#CIT0018); Maj, [2015](#CIT0030); Reed, [2010](#CIT0039)). The framework for the revision of the ICD disorders has fundamentally shifted to prioritizing clinical utility. Clinical utility has three prime components: improved communication, ease of use and treatment planning (First, Reed, Hyman, & Saxena, [2015](#CIT0010); Mullins-Sweatt, Lengel, & Deshong, [2016](#CIT0032)). As outlined by Reed ([2010](#CIT0039)), clinical utility is vital to the effective revision of the ICD, as it will impact the everyday lives of patients and clinicians and the direction of international health. To establish the clinical utility of the proposed new diagnostic criteria for mental and behavioural disorders, the ICD revision group adopted a two-phase research strategy: (1) to develop guidelines for the formative structure and content of a mental disorder; and (2) to evaluate the usability of these guidelines in reaching diagnostic decisions in the international field (Keeley et al., [2016](#CIT0018)). This was achieved through the use of multiple methods across different studies, for example professional surveys, field studies, case-controlled studies, and ecologically implemented assessments of performance and usability (Keeley et al., [2016](#CIT0018)). Below, we highlight the relevant results from the above-mentioned research, in support of the ICD-11 PGD criteria (i.e. research supporting the symptom structure of ICD-11 PGD and use in the field) ([Table 1](#T0001)).

3.. Evidence for the clinically useful symptom structure of ICD-11 PGD {#S0003}
======================================================================

The first phase in establishing the clinical utility of a new diagnostic category is the formative phase. The aim of this phase is to establish the guiding principles for the structure and content of a disorder (Keeley et al., [2016](#CIT0018)). Professional surveys that examine clinicians' opinions and perspectives on mental disorder classification were conducted alongside field studies to explore clinicians' use of the disorder criteria and discover areas for improvement. Large surveys of almost 5000 psychiatrists and 2155 psychologists worldwide (Evans et al., [2013](#CIT0009); Reed, Mendonça Correia, Esparza, Saxena, & Maj, [2011](#CIT0040)) explored clinicians' perspectives on the current and future diagnostic classification systems for all mental and behavioural disorders. The results showed that when considering mental disorders, clinicians have a strong preference for flexible working diagnostic guidelines to allow space for more clinical judgement, more consideration for cultural factors, and a classification system with fewer categories and no subtypes.

The new ICD-11 PGD aligns well with these guiding principles. The structure of the new criteria highlights the following few core symptoms and criteria: yearning and longing, persistent preoccupations, symptoms of intense emotional pain, and significant psychosocial impairment, for a minimum of 6 months, beyond the expected sociocultural norms ([Table 1](#T0001)). Conversely, the PGD-2009 criteria (Prigerson et al., [2009](#CIT0034)) require a minimum of five accessory symptoms in addition to separation distress as a diagnostic threshold. As the new ICD disorder definitions are based on a typological approach, there is no strict requirement for the number of symptoms needed to meet the diagnostic threshold, which will also result in greater sensitivity of case identification. This will allow clinicians more flexibility to use their clinical judgement, which is one of the key recommendations from clinicians (Evans et al., [2013](#CIT0009)). Another example of increased consideration for clinical judgement is the criterion for 'significant functional impairment'. This allows for clinical judgement about the nature and extent of impairment, i.e. clinicians may consider cases where functioning is maintained only through significant additional effort. It is evident from Table 1 that the ICD-11 diagnostic criteria and its algorithm are simpler to apply and can better accommodate clinical judgement. The briefer, more straightforward ICD-11 PGD criteria will allow for easier communication with other practitioners, patients and people close to them.

Of note, the call for an increase in cultural considerations is acknowledged in the new ICD-11 criteria, specifically with the reference to the duration, i.e. a long period' (\> 6 months), 'clearly exceeding expected social, cultural or religious norms for the individual's culture and context.' The current research evidence for the importance of this sociocultural caveat is reviewed in [Section 4.2](#S0004-S2002), below.

3.1.. Valid symptom structure {#S0003-S2001}
-----------------------------

In a 2016 study, the new PGD ICD-11 symptom criteria (of note, this was a shortened item list of two core symptoms and five symptoms of emotional pain) were compared to the PGD-2009 criteria, the PCBD criteria of the DSM-5 and CG through a reanalysis of the Yale Bereavement Study data (Maciejewski et al., [2016](#CIT0025)). This was a longitudinal interview based study of a sample of 317 bereaved individuals. A high level of agreement between the new ICD-11 criteria, the PGD-2009 criteria and the PCBD criteria was confirmed through psychometric comparison of sensitivity, specificity and predictive validity. However, the structure of CG criteria (Shear et al., [2011](#CIT0054)) in this particular community-based sample performed poorly in terms of overlap with the other symptom criteria and in terms of predicting health outcomes. A more systematic comparison of PGD (ICD-11) and the alternative CG concept in other (clinical) samples is still pending. Overall, this study confirms that the criteria presented by the ICD-11 provide the same valid symptom structure as the important precursor criteria (e.g. PGD-2009, PCBD); however, these new core criteria are fewer and easier to memorize, and may be more easily applied to diverse clinical contexts around the world.

An independent analysis confirmed the validity of some core components of the PGD-ICD 11 criteria. Network analysis examined the relationship between proposed symptoms of PCBD to isolate and identify the key symptoms central to the disorder (Robinaugh et al., [2014](#CIT0042)). The most highly correlated symptoms were found to be preoccupation, emotional pain, yearning and feeling that life is empty. These symptoms map directly on to the core criteria of ICD-11 PGD and some of the accessory symptoms, thereby confirming the validity of the new ICD-11 PGD symptom structure. It should be noted that these core components are also similar to the PGD-2009 criteria. Further research is needed to directly compare the PGD-2009 criteria with the ICD-11 criteria using network analysis.

4.. Evidence for the clinical utility of ICD-11 PGD in the field {#S0004}
================================================================

According to the WHO's research strategy for clinical utility, after the first phase (the formative phase to establish the guiding principles for the structure and content of a disorder), the second phase is to evaluate the use of the criteria in the field. This is to ensure that clinicians are able to apply the new criteria in a usable and valid form. This was done through case-controlled studies that used experimental methods comparing standardized vignettes with different diagnostic criteria and through the assessment of the proposed diagnostic criteria in the clinic with patients (Keeley et al., [2016](#CIT0018)).

4.1.. Case identification {#S0004-S2001}
-------------------------

One of the first indications from the field of the clinical utility of the ICD-11 PGD was shown in the international ecological implementation field study organized by the WHO by means of the Global Clinical Practitioners Network (<https://gcp.network/en/>) (Keeley et al., [2016](#CIT0019)). In this study, 1738 clinicians representing 76 different countries were presented with a series of standardized case vignettes to test important differences in the proposed diagnostic criteria for ICD-11 compared with ICD-10. With regard to PGD, clinicians assessed whether 'PGD could be differentiated from a normal grief response based on the proposed ICD-11 diagnostic guidelines'. The field test confirmed that under the ICD-11 criteria clinicians could accurately and reliably diagnosis PGD in the appropriate vignette with 92% agreement, which is regarded as particularly satisfactory. Thus, from the first field tests the proposal for the ICD-11 guidelines performed well.

4.2.. International applicability {#S0004-S2002}
---------------------------------

In the development of the ICD-11 diagnostic guidelines, special attention is given to the inclusion of culture-related features; for example, the clinical description of PGD in the ICD-11 includes caveats about cultural differences in the duration of symptoms and the expression of grief. In fact, a diagnosis of PGD cannot be ascertained unless it is clear that the symptoms violate current sociocultural norms.

In the current ICD-11 clinical description of PGD, the duration of the grief response is not limited to a specific 6 month time frame. This caveat, in part, originates from WHO's above-mentioned vignette implementation field study (Keeley et al., [2016](#CIT0019)). In this field study, some clinicians diagnosed PGD in a vignette that was meant to represent a normal bereavement response at less than 6 months post-loss. There was disagreement over the duration of the grief response and whether or not it was culturally appropriate.

In general, the ICD-11 intends to give duration numbers (such as 6 months) to provide clinicians with an approximation, in an effort not to discount the broad variability of human reactions (Reed, [2010](#CIT0039)). As yet, the best time-point for distinguishing PGD from normal bereavement has not been scientifically validated. However, strong indications suggest that beyond 6 months is an appropriate time frame (Prigerson et al., [2009](#CIT0034); Shear et al., [2011](#CIT0054)). The ICD-11 PGD definition considers that the duration of the grieving process varies considerably in different cultural and social settings. For example, in Taiwan, widows are highly discouraged from crying in front of the recently deceased (Rosenblatt, [2008](#CIT0044)), and in societies with a dominant Christian tradition, a period of mourning lasting for one year -- e.g. in Germany the 'mourning year' (*Trauerjahr*) -- is generally culturally acceptable (for a review see Hays & Hendrix, [2008](#CIT0012)). This mourning period extends beyond the ICD-11 PGD time frame of 6 months and supports the inclusion of a cultural caveat, in this case, within a society of the 'global north'. Religion, social status, gender and other features of mourning distinctively influence the duration of the expression of grief. The new ICD-11 guidelines include specific reference to violation of sociocultural norms as a clear step towards increased international applicability. It should be noted that the DSM-5 also includes cultural caveats in the form of the cultural formulation interview, and in the additional criteria section of the PCBD diagnostic criteria there is reference to inconsistency with cultural or religious norms.

Along with cultural differences in the duration of the grief response, there may also be differences in the symptom content of normal or pathological grief. Hinton, Field, Nickerson, Bryant, and Simon ([2013](#CIT0013)) found that for Cambodian refugees the need to re-experience the dead through dreams or visions was a crucial part of normal bereavement, whereas in Western culture visions and hallucinations may be considered pathological. The inclusion of cultural caveats in the new ICD-11 criteria provides clinicians with flexibility and encourages cultural sensitivity when considering diagnosis.

Indirect and direct evidence for the international application of the ICD-11 PGD criteria comes from a steadily increasing body of research on cross-cultural understanding of grief. Since the initial proposal of the ICD-11 criteria (Maercker et al., [2013](#CIT0027)), 17 studies have adapted different measures of grief (e.g. PG-13, ICD-11 criteria, ICG-R) for use in at least 10 different countries, including India, Iraq and East Timor. Xiu et al. ([2016](#CIT0060)) compared PGD symptom profiles using the PG-13 plus some additional items to align with the ICD-11 criteria, in China and Switzerland, and found that grief symptoms were predominantly similar. However, bereaved people in Switzerland presented with somewhat higher grief-related preoccupation, a core symptom, while the bereaved Chinese participants presented with greater functional impairment. This indicates that the ICD-11 criteria can be used cross-culturally to note similarities and differences in the experience of grief.

4.3.. Therapeutic and interventional implications {#S0004-S2003}
-------------------------------------------------

The ultimate goal of diagnostic assessment is to identify those in need of support and to provide advice on the best available treatment. PGD can be regarded as a common mental health diagnosis that previously may have appeared under different labels, such as depressive or somatoform (bodily distress) disorders (Maercker, Neimeyer, & Simiola, [2016](#CIT0029)). It is foreseeable that global recognition of the diagnosis of PGD will improve the detection and prevalence of PGD and increase the need to treat this condition in a specific way. The WHO Mental Health Gap (mhGAP) programme includes bereavement as a key target for the development of worldwide interventions and treatment (WHO, [2016](#CIT0059)). Its guidelines can be used for assessment and treatment, particularly the recommendations that the management of grief symptoms should include the discussion of culturally appropriate adjustment and mourning rituals. In addition, there have been several successful randomized controlled trials of treatments for CG (Shear, Frank, Houck, & Reynolds, [2005](#CIT0050); Shear et al., [2016](#CIT0053), [2014](#CIT0055)) and PGD (Bryant et al., [2014](#CIT0006); Kersting et al., [2013](#CIT0021); Litz et al., [2014](#CIT0023); Rosner, Pfoh, Kotoučová, & Hagl, [2014](#CIT0046)). These treatments pull valuable techniques from PTSD interventions, narrative therapy and cognitive behavioural therapy, and could be incorporated into the WHO mhGAP guidelines (Rosner, Bartl, Pfoh, Kotoučová, & Hagl, [2015](#CIT0045); Shear, [2015](#CIT0049)).

The success of the ICD-11 criteria and the WHO guidelines depends on how well these translate to clinical practice. A programmatic paper highlighted how there may be challenges in implementing the new ICD-11 guidelines, particularly in low- and middle-income countries (Tol et al., [2014](#CIT0057)). First, there has been limited research worldwide into effective interventions for disorders specifically associated with stress -- to which PGD belongs. There is insufficient research evidence for or against current interventions for acute stress that may be similar to PGD interventions (psychoeducation, relaxation, problem-solving counselling). This is particularly true for children and adolescents, and for individuals from countries in the global south. When considering low- and middle-income countries, where there is a high prevalence of stress-related disorders, these challenges are compounded by a lack of resources and a potential reluctance to adopt new practices without increased support (Tol et al., [2014](#CIT0057)). The development and strengthening of an evidence base for effective treatment of stress-related disorders, including PGD, should be the next important step, in which partnerships with humanitarian organizations, research institutions and non-governmental organizations will be of particular importance.

5.. Future directions {#S0005}
=====================

As PGD is a newly refined diagnostic category, ultimately, clinic-based field tests and epidemiological studies are required to confirm its clinical utility. There are still significant questions concerning the application of this definition to different cultural groups and across the lifespan (Keeley et al., [2016](#CIT0019); Reed et al., [2011](#CIT0040); Robles et al., [2014](#CIT0043); Schaal, Jacob, Dusingizemungu, & Elbert, [2010](#CIT0048)). To date, the WHO framework of clinical utility and international applicability has contributed to the development of applicable and culturally informed diagnostic criteria for PGD that, it is hoped, will improve clinical practice.
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[^1]: ICD-11, 11th edition of the International Classification of Diseases.
